The FCL, shown in Figure 1 , stretches from the posterolateral aspect of the femoral condyle, anterior to the origin of the lateral head of gastrocnemius, and joins with the tendon of the biceps femoris to form the conjoint tendon inserting on the fibular head. [3] [4] [5] It functions primarily to prevent varus angulation of the leg relative to the femur, particularly between 5° and 25° of flexion. The FCL also helps prevent internal rotation of the knee. 4, 6, 7 The PFL, shown in Figure 2 , extends from the musculotendinous junction of the popliteus muscle to insert onto the head of the fibula. This ligament is tense during extension of the knee; in this position, it is the main structure that prevents excessive external rotation. [3] [4] [5] [6] 8, 9 If the FCL is absent or ruptured, the PFL becomes more prominent in limiting varus angulation of the leg. 8 The popliteus tendon, also shown in Figure 1 , originates at the lateral condyle of the femur, just superior to the knee's articular surface and capsule. From there it runs deep to the FCL and arcuate ligament, to insert on the proximal 10 to 20 cm of the posterior surface of the tibia superior to the popliteal line. 4, 6 A small portion of the popliteus may originate from the posterior horn of the lateral meniscus. It is the primary dynamic lateral stabilizer of the knee, and its primary function is to internally rotate the leg by pulling the posteromedial aspect of the tibia toward the lateral side of the distal femur. 3, 5, 6 Because contraction of this muscle internally rotates the leg, it also prevents excessive external rotation of the leg, particularly when the knee is in flexion. Contraction of the popliteus muscle helps unlock the knee from full extension. It also assists in preventing varus angulation and posterior translation of the tibia relative to the femur. 3, 5, 6 The arcuate ligament, shown in Figure 3 , is a variably present structure found superficial to the popliteus tendon, and it helps prevent external rotation and varus angulation of the leg. 6, 10 However, the majority of sources indicate that the arcuate ligament has a minor role in providing stability to the posterolateral corner. 6, 7, 9, 11 The lateral head of the gastrocnemius muscle origi- 
Varus Stress Test
With the patient lying supine, the varus stress test is done with the examiner applying a varus force to the knee at 0°
and 30° of flexion. 2, 4, 5, 7 This test can differentiate between isolated FCL injuries and injuries involving the FCL as well as the PCL or ACL. [3] [4] [5] [6] [7] Measurable varus laxity at 0° of flexion indicates that the injury involves the FCL and the PCL or ACL. Varus laxity at 30° of flexion indicates that the injury involves the FCL.
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Imaging
The aforementioned tests provide information regarding the structures that have been injured. Even though most primarily with external rotation of the knee, occur. 6, 7, 9, 12, 21, 22 During reconstruction of the PCL, a surgeon can usually improve it to 1 grade better than it was before the operation. For example, a grade III PCL injury can be restored to the equivalent of a grade II PCL injury but no better.
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Another important consideration is how recently the injury occurred. Many reports indicate that injuries that are managed within 2 to 3 months of the inciting event tend to do better after reconstruction compared with those managed several months or years later. 4, 6, 7, 12, 23, 24 The consensus in reconstruction of the posterolateral corner is to focus on the FCL, PFL, and popliteus tendon. 2, [4] [5] [6] [7] 11 Although several types of reconstruction that attempt this end have been developed, none has yet shown results comparable to the outcomes of other routine knee ligament reconstructions. 2 When a surgeon repairs the posterolateral corner, he or she must first evaluate which of the structures are damaged and proceed accordingly.
Most of the literature in this area recommends repairing the FCL, PFL, and popliteus tendon if they are disrupted. 1,2,6-9,12,22,23 One study 25 described a posterolateral corner reconstruction with and without repairing the popliteus tendon. The authors found no difference in knee stability when comparing the 2 reconstructions, which may indicate that it is not necessary to reconstruct the popliteus tendon. 25 Surgeons should note whether the injury is chronic. If so, and the patient elects to undergo the reconstruction, full-length standing radiographs physicians will be able to diagnose the isolated and combined injuries on the basis of clinical examination findings, they will likely use magnetic resonance imaging to verify the clinical diagnosis before the patient begins physical therapy or pursues surgical options. The FCL and PFL can be seen on axial, sagittal, and coronal magnetic resonance imaging. The PFL is best visualized with a coronal oblique view. 17 The popliteus muscle can be seen in both axial and coronal cross-sections. The biceps tendon and its relationship to the fibular head is most visible in coronal section, as is the fabellofibular ligament, if it is present. 17 The arcuate ligament is difficult to visualize but can sometimes be seen on axial view. 17 The arcuate sign, which can be seen on magnetic resonance imaging, is an avulsion fracture involving the fibular head at the distal attachment site of the FCL and is indicative of posterolateral corner injury. 6, 18 The PFL and arcuate ligament also attach to the head of the fibula and may be involved in such an avulsion fracture.
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Management of Injuries
The extent of injury determines the management strategy.
As with other ligament injuries, grade I and II injuries of the posterolateral corner are usually managed conservatively with physical therapy, rest, and exercises to strengthen the surrounding structures and thus provide greater stability to the knee. 6, 7, 12 Within the first week after the injury, inflammation can be minimized with rest, ice, 
